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 Abstract 
The Results-Based Accountability-Leadership Program (RBA-LP) was designed to build 
the capacity of North Carolina System of Care (NCSOC) coordinators and family leads who 
support children and youth engaged in more than one service agency such as mental health, child 
welfare, the juvenile system, schools, and health care. The program is a product of the 
partnership between Race for Equity Now and the NCSOC. The RBA-LP is based on the Results 
Based Accountability framework as presented in the book ​Trying Hard Is Not Good Enough 
(Friedman, 2005, 2016). The program uses a data-driven decision-making approach that 
emphasizes equity to help NCSOC coordinators, family leads, and supervisors to improve the 
well-being of children, youth, and their families. The program also supports the development of 
leadership skills in the NCSOC participants to achieve results for the children, youth and their 
families. Session 1 of the RBA-LP was the first of the program’s planned sessions that took 
place on January 30 and January 31, 2019. 
Qualitative and quantitative methods were used to evaluate this program implementation; 
the evaluation is based on a list of questions designed to assess whether the Race for Equity Now 
and NCSOC partnership is achieving its objectives. The main purpose of this process evaluation 
is to assess the performance measures of session 1 of the RBA-LP and to assess whether the 
program launch objectives align with the NCSOC priorities. A rapid assessment of the session 
was implemented at the end of day two to get feedback from the participants. This evaluation 
will inform recommendations for RBA- Leadership Program improvement and the NCSOC 
collaborative in improving knowledge and skills among the program participants. An appendix 
to this report includes tools used to carry out the evaluation. 
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 KEY TERMS AND ABBREVIATIONS  
BH IDD  Behavioral Health and Intellectual/Development Disability 
DMH/DD/SAS Division of Mental Health, Developmental Disabilities, and Substance 
Abuse Services 
LME-MCO Local Management Entity-Managed Care Organizations 
MBTI Myers-Briggs Type Indicator  
NC Child North Carolina Child  
NCDHHS North Carolina Department of Health and Human Services. 
NCSOC North Carolina System of Care 
RBA Results Based Accountability. 
RBA-LP Results Based Accountability- Leadership Program. 
 
 
BACKGROUND AND PURPOSE 
 
The NCSOC collaborative is a network of community-based services and supports 
organized to involve youth and families with behavioral health needs in achieving the desired 
outcomes identified by the youth and their families (NC Collaborative, 2017). Within the 
NCSOC, coordinators focus on local NCSOC collaborative development while working with 
family partners to help and support families (NC Collaborative, 2017).  
RBA-LP supports NCSOC coordinators, family leads, and supervisors to work together 
towards improved measurable outcomes for youth and their families. The program focuses on 
building the capacity of coordinators, family partners, and supervisors to measure outcomes. It 
develops leadership skills that advance health equity, and amplify the voice of individuals with 
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 the lived experience, and apply data-driven decision making to support and sustain improved 
health outcomes. 
The RBA-LP was developed by Race for Equity Now in collaboration with the NCSOC. 
Founded in 2018, Race for Equity Now is a non-profit organization that uses Results-Based 
Accountability (RBA), a framework for continuous improvement with data-driven decision 
making to the work of organizations, systems, and communities to advance health equity. In 
2018, Race for Equity Now received a contract to implement the North Carolina System of Care 
RBA-LP for a duration of 18 months as an opportunity for the participants to gather as a full, 
cross-state group. The full group has historically had few opportunities to meet with all parties 
present. The RBA-LP planned to have five 2-day sessions occurring every 2-3 months. In 
January 2019, Race for Equity Now and the NCSOC recognized the need to implement an 
evaluation plan to assess program implementation and to determine baselines for an impact 
assessment.  This process evaluation focused on the four-month period from the inception of the 
program to determine if any changes were necessary to improve program delivery and support to 
the participants in achieving program objectives.  
Note: In program planning and for the RBA-LP launch, the term ‘family leads’ was 
consistently used to identify the role played by individuals who interact directly with the 
families. The term will be used to refer to individuals are classified as follows: 
Family Partner Coordinator​: These are salaried family leads with the lived experience who the 
NCSOC considers the gold standard. 
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 Family Support Advocates​: These are salaried family leads who may or may not have the lived 
experience.  
Family Leads​: These are family leads that are not salaried and sometimes receive a stipend for 
their work.   
 
PROGRAM PLAN  
 
Overview 
The RBA-LP engages NCSOC coordinators, family leads, and supervisors in building 
their capacity in making data-driven decisions, advancing health equity, and leadership. The 
participants will engage in experiential learning and practical application through RBA training, 
health equity implementation, leadership development, and technical assistance.  
Context of the program 
 
Medicaid transformation 
NC is transforming its Medicaid program to managed care (NCDHHS, 2017). Within the 
NCSOC, LME-MCOs manage care for Medicaid beneficiaries who receive mental health, 
developmental disabilities or substance abuse disorder services under contract with the DHHS 
(NCDHHS, 2018). The Medicaid transformation has plans that offer integrated physical health, 
behavioral health, and pharmacy services. This transformation will make a shift from the 
fee-for-service model used by the LME-MCOs to a value-based payment (NCDHHS, 2017). 
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 Value-based payment models reward the achievement of results for patients to improve quality 
of service.  
In November 2019, eligible Medicaid beneficiaries will begin a transition to standard 
plans (NCDHHS, 2017). In July 2021, Medicaid beneficiaries with serious disabilities will 
transition to the Behavioral Health and Intellectual/Development Disability (BH IDD) tailored 
plans (NCDHHS, 2017). During the first four years of BH IDD tailored plans, LME-MCOs will 
be the only type of entity to hold a BH IDD plan contract with the NCDHHS, these contracts will 
have proposed parameters to operate a BH IDD tailored plan; these parameters include achieving 
measurable outcomes (NCDHHS, 2017; NCDHHS, 2018). The LME-MCOs will be responsible 
for ensuring that their BH IDD tailored plans meet DHHS requirements (NCDHHS, 2018). The 
DHHS seeks to develop a data-driven, outcomes-based continuous quality improvement process 
that rewards value instead of services (NCDHHS, 2018).  
The Medicaid transformation and the requirements put forward by the DHHS for 
LME-MCOs make the RBA-LP an essential component to helping LME-MCOs through the 
transition. The uncertainty regarding any major changes within the organization could negatively 
affect the implementation of the RBA-LP. The program is taking place concurrently with a 
bigger change in the LME-MCOs. This could increase resistance to the program by the 
participants, but could also increase reception if the participants are aware of how the program 
can build their capacity in meeting the requirements that are set forth by the DHHS.  
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 North Carolina Data 
At the opening of the session, participants were invited to gather in pairs and engage in a gallery 
walk of the data for children and families in North Carolina (see Appendix H). They received a 
handout with questions to consider as they reviewed the data (see Appendix G). Some of the 
indicators for child and youth well-being that were seen as foundational to the group’s ability to 
set meaningful outcomes for their training included, suicide rates; disconnectedness rate, and the 
length of stay in foster care. This data review supported the participants in becoming more 
familiar with the population indicators to which their work most contributes.  The review was 
also in preparation for data driven decision making using the Turn the Curve Thinking(™) 
process that would occur later in the session (Participants were also asked to identify an indicator 
they would like to address). Data for the Gallery Walk were compiled from North Carolina Child 
(NC Child) which maintains data from the KIDS COUNT data center. Other data sources 
included the Centers for Diseases Control and Prevention (CDC) morbidity and mortality weekly 
report, the North Carolina Child Fatality Task Force reports, and the NCDHHS State Center for 
Health Statistics. The data used for the gallery walk were overall state level data. Although some 
disaggregated data was presented, one of the central challenges in developing graphics and clear 
data for the Gallery Walk was a lack of disaggregated data for youth with behavioral health 
issues from different social and economic groups.  
In 2018 it was estimated that 93% of all teenagers (16-19 years old) were working or in 
school. This estimate could be deceiving because it appears that teenagers are doing well in NC. 
However, teenagers from different racial and ethnic groups are not all meeting this level.  Figure 
1 shows the rate of disconnectedness disaggregated by race. Disconnected youth are older teens 
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 who are neither working nor in school. These youth are more likely than other youths to struggle 
with mental illness and substance abuse (Connell, Vanderploeg, Flaspohler, Katz, Saunders, and 
Tebes, 2006). While the trend lines are moving downwards, African American teenagers have 
the highest level of disconnected at 9%, as compared to 7% for both Hispanics/Latinos and 
non-Hispanic Whites.  There is lack of data for Native American youth, but the estimates of 
disconnection for these teens is 18%. The NCSOC has a role to play in ensuring that these youths 
have resources that allow them to reconnect either with school or with employment.  
 
Figure 1: Disconnected youth as a percentage of each ethnicity 
 
Figure 2 shows the suicide rate for youths in NC. This has been fluctuating but generally 
trending upwards. Most children and adolescents who attempt suicide have a significant mental 
health disorders, usually depression (American Academy of Child and Adolescent Psychiatry. 
2017). Nationally there are disparities by race in suicide rates, and American Indian youth are 
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 much more likely than Whites to commit suicide. Appendix H contains a chart that shows that 
American Indians have the highest suicide rates. To advance health equity, the NC SOC could 
focus on American Indian youths by addressing their mental health needs.  Mental health needs 
also disproportionately affect youth in long-term foster care (over 720 days), where more than a 
third of children in North Carolina are still in temporary placements after 2 years. 
 
Figure 2: Suicide rates for all youths ages 10-17 
 
 
Results-Based Accountability (RBA)  
RBA is a discipline framework for using data to make decisions about strategies. RBA 
promotes the use of community data from the community to enable partners to plan and monitor 
their efforts towards improving well-being for their whole population. Programs and agencies 
use client data to make decisions to improve client well-being. Training in the RBA framework 
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 and methodology is integrated with practice using examples to improve participants’ learning 
and implementation of the framework in their local collaboratives.  
Advancing Health Equity 
As a health equity program, the program design includes the understanding and 
integration of culture, community and context as key elements. The program uses disaggregated 
data to identify and understand marginalized groups that are disproportionately impacted by 
disparities. Participants use both qualitative and quantitative data to understand and address the 
stories of individuals with the lived experience of serious emotional disturbance. Participants are 
engaged in co-design of the training sessions and in decision-making for program design. The 
program plans to engage the youth in examining the data and developing effective strategies for 
improved well-being of children, youth, and families from marginalized groups.  
Leadership Development 
The RBA-LP works on a premise that NCSOC coordinators, family leads, and 
supervisors are leaders. The program takes a network approach to leadership. Network leaders 
expand and evolve their networks beyond their organizations, improve the capacity of others, 
and create a deep trust among network partners to sustain collaborative efforts (Stanford 
University, 2019). Participants will increase self-awareness through assessments, reflective 
journaling, and network weaving. Network weavers build communities by connecting people and 
groups strategically while facilitating healthy and beneficial relationships (Krebs and Holley, 
2006). Developing networks with partner agencies will help the NCSOC members in achieving 
collective impact.  
RBA-LP Purposes and Alignment with NCSOC Values. 
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 Per the project charter with the NCSOC, the purposes of the RBA-LP are: 
● To build the capacity of all the NCSOC supervisors, coordinators, and family leads to 
measure and improve outcomes. 
● To identify and share the story of the collaborative work and the work of individual 
partners to strengthen the system of care. 
● To build collaborative and inclusive leadership skills that advance health equity and 
amplify the voice of individuals with the lived experience. 
● To understand and apply data-driven decision making to support and sustain improved 
health outcomes. 
● To empower local community collaboratives.  
Session 1 of the RBA-LP aimed at developing the following competencies as stated in the 
program alignment with the NCSOC values. Table 1 below shows how these competencies align 
with the NCCSOC values: 
● Understand the desired measurable outcomes for children and youth in the system of 
care. 
● Apply data-driven decision-making to identify strategies to address root causes and 
inequities.  
● Understand how to create a culturally safe environment that values the input of all 
people.  
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 ● Identify individual strengths and challenges in implementing one’s role within the system 
of care.  
Table 1: RBA-LP Session 1 objectives and alignment with the NCSOC values. 
RBA-LP Objectives  NCSOC values (NC SOC, 2017) 
Identify the NCSOC vision and headline data 
to show the achievement of the result for 
children and youth in the SOC 
 
Identify program performance measures to 
youth outcomes 
 
Discuss existing data for children and youth in 
the NC SOC. 
Shared responsibility for successful results  
Identify group expectations and strategies for 
creating a culturally safe environment. 
Practice strategies that support a culturally 
safe environment 
Cultural competence 
Distinguish population accountability and 
performance accountability for systems, 
agencies and programs. 
 
Apply RBA’s Turn the Curve Thinking using 
NC System of Care data for children and 
youth  
 
Understand the impact of racism on child and 
youth outcomes 
Interagency collaboration individualized, 
strength-based practices  
 
Cultural competence 
 
Community-based services 
 
Full participation of families at all levels of the 
system  
 
Shared responsibility for successful results  
Build greater awareness of individual 
preferences for taking in information and 
making decisions. 
 
Describe the role of the SOC coordinators and 
family leads in contributing to improved 
outcomes.  
Shared responsibility for successful results  
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Distinguish population accountability and 
performance accountability for systems, 
agencies and programs. 
 
Apply RBA’s Turn the Curve Thinking using 
NC System of Care data for children and 
youth  
 
Understand the impact of racism on child and 
youth outcomes 
Interagency collaboration individualized, 
strength-based practices  
 
Cultural competence 
 
Community-based services 
 
Full participation of families at all levels of the 
system  
 
Shared responsibility for successful results  
Build greater awareness of individual 
preferences for taking in information and 
making decisions. 
 
Describe the role of the SOC coordinators and 
family leads in contributing to improved 
outcomes.  
Shared responsibility for successful results  
 
 
 
 
LITERATURE REVIEW 
A literature review was conducted to assess the factors associated with effectiveness of 
RBA programs, other similar programs, and evaluation methodologies. Research questions were 
drafted to guide the development of the evaluation. Databases searched included PubMed, 
ProQuest, and Google Scholar. Search terms used included, “Results-Based Accountability,” 
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 “Program evaluation,” “Performance measurement.” Articles about organizations outside of the 
United States were included if they were available in English.  
Two qualitative research questions were used to guide the development of the evaluation: 
•    How have RBA programs been evaluated when used in practice?  
•    What factors affect the effectiveness of RBA in improving outcomes within a system?  
The RBA framework consists of population and performance accountability (Friedman, 
2005). At the population level, desired results and indicators for community well-being for 
whole communities are identified. At the agency, service, or program level, data that shows the 
how programs and agencies contribute to the population indicators is identified (Friedman, 
2005). This data is used to hold agencies, service systems, or programs accountable for their 
impact on the clients that they serve (Friedman, 2005). By separating population and 
performance accountability, the framework allows partners to focus on how they can make an 
impact at their level, and measure that impact to show their contribution to the population result. 
The framework moves participants from collecting only process information towards answering 
questions about the program impact on clients served (Wandersman, Imm, Chinman, and 
Kaftarian, 2000).  RBA guides practitioners to focus on measuring and reporting outcomes 
throughout the program (Lavergne, 2002). By focusing on results, practitioners can make plans 
and relevant changes to programs to achieve the client results. 
 The RBA framework has been used in various organizational aspects like strategic 
planning, budgeting, and the development of a ​Memorandum of Understanding​ as shown in 
Addendum A. The basic exercise of the RBA is the Turn the Curve Thinking(™)  process that 
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 uses trend-line data and a series of questions to guide practitioners to develop ideas, which can 
be implemented timely and sustainably. The RBA framework aids practitioners in determining 
appropriate performance measures and a strategy that allows program personnel to track 
progress, measure outcomes, learn and make adjustments to improve on an ongoing basis 
(Lavergne, 2002). This process uses both qualitative and qualitative data, and is inclusive, 
requiring multiple stakeholders to identify actionable plans.  
Measuring the performance of programs and agencies ensures that they are held 
accountable to the clients they serve. The performance measures reveal answers about quantity, 
quality, and results of services with an emphasis on how anyone is better off (Friedman, 2015). 
The main evaluative questions for RBA are:  
1. How much did we do? 
2. How well did we do it? 
3. Is anyone better off? 
Previous RBA programs have been evaluated using online surveys, focus groups, and 
participant interviews (Opinion Research Services, 2011; Weir and Watts, 2013). Implementing 
the RBA framework requires flexibility and time, which is easier to manage in smaller 
organizations (Opinion Research Services, 2011). For population frameworks or larger 
organizations, greater levels of experienced facilitation are required (Opinion Research Services, 
2011; Weir and Watts, 2013). 
To improve RBA application, it is important to get all partners involved early and to 
maintain diverse leadership (Opinion Research Services, 2011; Clear Impact, n.d). Community 
engagement is crucial in RBA to ensure that the identified result/outcome aligns with the 
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 community’s and partners’ values who helped achieve this result. While training in RBA is 
viewed as excellent, participants have reported that they only fully understood the methodology 
when participating (Opinion Research Services, 2011) 
Implementation of the RBA framework presents a data challenge for organizations. This 
is especially true when trying to choose appropriate indicators and performance measures (Clear 
Impact, n.d ; Clear Impact, 2016; Sklarew, 2019). The RBA framework requires organizations to 
identify data from the critical activities that impact program results and use it to guide program 
improvement. This can be challenging if the organizations do not have systems in place to collect 
data on a measure they have chosen. This challenge can sometimes require the creation of new 
data collection systems and a burden of standardizing data collection across organizations 
(Sklrarew, 2019; Opinion Research Services, 2011) 
Synopsis 
The simplified nature of the RBA framework provides a practical way for all members of 
the community to identify and contribute actionable ideas. Using this framework fosters the use 
of data as a way to focus program decisions. By setting measures from the outset, program 
evaluation components are built into the program. It also simplifies the measurement of program 
performance with three simple questions. These are:  
1) How much did we do? 
 2) How well did we do it? 
 3) Is anyone better off? 
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 This literature review demonstrates the importance of including partners and the 
community at the beginning of the program. With early community and partner engagement, one 
can identify the results, which all stakeholders can collectively influence. This evaluation will 
use the RBA framework’s three performance evaluation questions to evaluate the program 
launch. Participation in activities, previous training in RBA, and the level of experienced 
facilitation were found to be important factors in the successful implementation of RBA, and 
therefore relevant to this evaluation.  
METHODS  
The evaluation assesses the extent to which the program was implemented as planned. It 
also determines how the NCSOC participants received the program, and some of the barriers to 
program delivery. In addition, this evaluation assesses the performance measures of RBA-LP 
session 1 and if the program objectives align with the SOC priorities. The tools used in this 
evaluation will be modified for use in an ongoing effort to assist in continuous program 
improvement. This evaluation was reviewed by the UNC Office of Human Research Ethics as 
study 19-0966 and was granted exempt status from further review as it did not constitute human 
subjects research under federal regulations [45 CFR 46.102 (d or f) and 21 CFR 56.102(c)(e)(1)]. 
Target Audience 
 
The RBA-LP program targets the 63 members in the NCSOC. The expected participants 
were informed of the RBA-LP on two calls/webinars on November 5 and December 3, 2018. An 
email was sent to all individual members with a participant form for enrollment.  There were 
some individual participant forms that were submitted in a single email by supervisors, but were 
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 not included in the list of expected participants. Originally, 26 were expected of the total 63 
NCSOC members. Thirty-four 34 people attended on day one.  Thirty-one 31 people attended on 
day two. While all were members expected to attend, the program is not mandatory.  Scheduling 
conflicts limited the number that could attend. Some members were not funded for overnight 
lodging or for meals. 
Within the NCSOC, LME/MCOs provide behavioral health services to Medicaid 
beneficiaries in all the counties of North Carolina. The LME/MCOs are divided into seven 
regions as shown in Figure 1 below. Program participants traveled from all these regions to 
attend the initial session.  
In addition to the participants, members from the NC Department of Health and Human 
Services, Division of Mental Health, Developmental Disabilities, and Substance Abuse Services 
(DMHDDSAS) attended the session on Day one. Table 2 below shows the different 
characteristics and roles of session 1 attendees for both day one and day two. 31 people who 
attended the program on both day one and day two were included in the evaluation. Those 
included in the evaluation represented care coordinators, family leads, and supervisors. Since the 
grant for the program did not include NCSOC partner representatives, they were not included in 
the evaluation plan. 
Additional attendees included stakeholder representatives from the North Carolina 
Department of Health and Human Services (NCDHHS): Head of the Division of Mental Health, 
Developmental Disabilities, and Substance Abuse Services (DMH/DD/SAS); Child Behavioral 
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 Health Services team leader; the Executive Director of NC Families United; and the Executive 
Director of the North Carolina Commission of Indian Affairs. 
Figure 3: A map of North Carolina showing regions covered by each LME/MCO 
 
Table 2: The RBA-LP target audience and participants for session 1. 
Variable Target  Day one Day two  
Sex       
Male  7 1 1 
Female 56 33 30 
Role in NC SOC       
Care Coordinator 27 18 16 
Family Leads 20 11 11 
Supervisor  16 5 4 
NC DHHS 
leadership 0 5 2 
Youth with the 
lived experience - 0 0 
Other  0 6 2 
LME/MCO       
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 Alliance 13 8 7 
Cardinal 13 7 7 
Eastpointe 6 3 3 
Partners 7 6 6 
Sandhills 9 7 7 
Trillium 12 3 3 
Vaya 7 2 2 
 
 
 
 
Evaluation Period and Tools 
 
This evaluation was conducted between January and March 2019. The evaluation used a 
mixed methods research methodology to collect information on program performance. Periodic 
feedback between the program team, the participants, and the stakeholders enabled the 
continuous revision of this report.  
For the initial training session, online survey questionnaires and focus groups were 
considered due to their low cost. The focus group was not conducted due to unanticipated 
program changes. Another tool used for this evaluation, ​Mentimeter​, was chosen due to its 
interactive nature. When participants answer questions in this evaluation tool, responses from 
fellow participants are displayed on the screen in real time. An example of responses displayed 
during session 1 is Figure 3 in the Findings section.  
The quantitative data on program participation was obtained from check-in lists and 
signed photo consent forms; this was crosschecked against records supplied by the NC State 
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 System of Care Coordinator. Participants received a Qualtrics survey via email on day one to 
assess for the baseline level of competence for the planned objectives of the RBA-LP. 
Participants completed a qualitative rapid assessment at the end of day two of session 1.  
There was variation in the number who responded to each question, for example, the 
question ‘What is the NC SOC vision?’ had 25 of 30 (83.3%) responses. Of the 25 responses, 2 
respondents stated the vision. This could be because we did not require participants to answer all 
the questions in the survey.  
During session 1, members of the implementation team visited team tables during 
activities to observe and support implementation and engagement among members. Team 
activities were reviewed using the information that the team wrote on the flip charts during the 
activities. Table 3 shows the methods used and response rates on both days of the session. The 
data were analyzed for themes. Participants who attended the session were compared to the 
participants in the NCSOC logs to calculate percentages of attendance.  
Table 3: Evaluation methods and response rates during session 1 
 Methods Number of 
invitations 
Number of 
responses 
Response  rate 
Day 1 Qualtrics survey 34 30  88% 
 Observation  - - - 
Day 2 Rapid assessment  31 - - 
 Mentimeter 31 19 61% 
 Observation  - - - 
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 Evaluation Questions  
This evaluation aims to assess whether the training program was implemented according 
to the program description and if it is producing the desired outcomes. The evaluation was 
designed to respond to performance measure categories as depicted Trying Hard Is Not Good 
Enough (Friedman, 2015). 
Effort 
● Quantity  
o How much did we do? How much service did we deliver? 
▪ Number of participants served. 
▪ Number of services or activities. 
● Quality 
o How well did we do it?  
▪ % of services/activities performed well 
Effect 
● Is anyone better off? What quantity/quality of change for the better did we produce? 
● Number of participants with improvement in: RBA skills, knowledge, attitudes.  
● How well does the RBA leadership program align with NC SOC vision and 
priorities? 
PROGRAM IMPLEMENTATION  
The implementation team included: 
● The program director who was also the RBA facilitator.  
● The RBA co-facilitator. 
● Program Consultant 
● The site coordinator. 
● The program site assistant. 
24 
 
 ● Program evaluation intern. 
 
Implementation Overview  
 
Preparation for Session 1 began in December 2018. Session 1 of the RBA-LP was held 
on January 30th and 31st at the Family Life Enrichment Center in Durham. This was a statewide 
event.  Some participants had to travel longer distances than others, with some participants 
driving over four hours to attend the session. The session was scheduled from 9:30 am  - 5:00 pm 
on Day one. The day before the session, there was uncertainty about if the session would occur, 
and if some attendants would be able to attend due to the weather forecast of black ice on 
Wednesday, January 30​th​.  Although the weather enabled the session to continue, due to the 
forecast, participants arrived earlier that the start time, as early as 8:30 am. Over half of the 
participants arrived on time. Due to the early arrival and some participants having to get up early 
to travel to the session, the energy level of the group was diminished by the afternoon. 
In honor of the traditional inhabitants of the land where the meeting was held, the Executive 
Director of the North Carolina Commission of Indian Affairs was invited to give provide a 
traditional welcome to the group. The US Department of Arts and Culture recommends the 
practice of “Honoring Native Land”; this is a growing practice in equity (U.S. Department of 
Arts and Culture, n.d).  It is modeled after the ‘Welcome to Country’; a culture adopted from the 
Australian Aboriginal and Torres Strait Islander people (Reconciliation Australia, n.d.). This 
practice is used in Australia to increase awareness and recognition of Australia’s indigenous 
peoples and culture, an elder from the indigenous tribe welcomes the guests at beginning of 
functions of government departments and various organizations (Reconciliation Australia, n.d.) 
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 The Commissioner shared research that suggests an undercounting of American Indian deaths 
from North Carolina death certificates (DHHS, 2010). Of note, the Commissioner was able to 
meet and engage with two state leaders who are connected with a state grant focused on America 
Indian health. 
Results-Based Accountability  
 
The RBA LP Implementation Team researched behavioral health data for children and 
youth in North Carolina. A meeting with the co-design team showed little use of data at the 
collaborative or program level. Research also included a meeting with the research director of 
North Carolina Child (NC Child). This meeting yielded data for children 10-17 years of age; the 
population focus of NC Child.  Of the indicator data provided, three out of 11 were 
disaggregated by race. Further research from the NCDHHS State Health Statistics website 
yielded data for the youth (17-24), which was not included in the NC Child target population. 
There were challenges in getting disaggregated data, especially for children with behavioral 
health needs. Also  
These data were used to create charts and trend lines that were presented to participants 
in a gallery walk (See appendix H). The session began with a gallery walk exhibiting the data on 
indicators for children and youth in North Carolina. Participants viewed the data and discussed it 
in pairs using a handout shown in appendix G. (This was set up outside the event room and 
participants to walk through this section to access the event). 
During session 1 participants were introduced to Results Based Accountability.  This 
included training on actions like developing a common language within the system of care, 
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 population versus performance accountability, starting with the end in mind, and the use of Turn 
the Curve Thinking for continuous improvement.  
Using data from the gallery walk and under facilitation by the program director, the 
participants gave their responses to questions posed using RBA’s Whole Distance Exercise. 
Participants answered questions about the population result for the SOC, indicators to show the 
achievement of the result, and possible stories behind the data (factors affecting the indicators). 
They also identified partners that could assist in improving the indicator and strategies that could 
achieve the result. The group discussed programs and possible performance measures.  
Following an overview of RBA, participants were requested to split into groups by their 
LME-MCO. These teams chose an indicator they wanted to work on that focused on children and 
youth with serious mental illness. The groups participated in a practical application of the Turn 
the Curve Thinking to develop a strategy for the NC System of Care. The groups shared their 
Turn the Curve Thinking Report with the full group by displaying their Turn the Curve poster 
and an oral report. 
Advancing Health Equity  
 
In order to guide the development of an inclusive environment that helps to advance 
equity, participants developed a list of essential features to promote the creation of a culturally 
safe environment. The group developed a list of  creates a culturally safe environment to make 
them feel safe or uncomfortable (see Appendix C). The participants received journals and 
responded to questions to guide them through reflective journaling on how they could support a 
culturally safe environment.  
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 Leadership Development  
 
The participants received paper Myers-Briggs Type Indicator (MBTI) assessments to take 
on the evening of day one. The goal of this MBTI assessment was to increase participants’ 
self-awareness to identify individual strengths and challenges in implementing their role in the 
SOC. The participants self-scored their MBTI results and were invited to share their results with 
the group. The results of the overall MBTI preferences are included in the findings section.  
A discussion of MBTI types to emphasize the importance of self-awareness as a SOC 
leader was the first activity on day two. Participants were separated into groups according to 
individual preferences (extroversion/ introversion; sensing/intuition; thinking/feeling; 
judging/perceiving).  From these exercises, participants pointed out the differences in the 
approach taken by individuals with a similar and a different preference. They were then asked to 
discuss how the type influenced their roles in their teams and communication with team 
members. 
Missed Activities  
The implementation team had planned to have a small focus group with 6-8 participants 
during the lunch period on day two. The focus group was deleted and revised to full group 
participatory feedback session, as was requested by the NCSOC state coordinator on the morning 
of Day two. Other conversations / activities that did not occur included: 1) Identification of the 
critical areas that the SOC coordinators and family leads need to address for improved outcomes. 
2) Identifying the role and responsibilities of NC SOC coordinators, family leads, and 
supervisors, and how to measure the outcomes related to their roles. 3) Team building for results 
where participants would have identified ways to use data to improve outcomes, how to apply 
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 lessons learned to at least one of their community collaborative work plans, how to address 
health equity using the new knowledge, 4) preparations for session 2.  
FINDINGS 
 
Overall Program 
 
Quantitative Results:  
What did we do and how well did we do it? 
These results show the number and percentage of the target audience that were 
represented in session one. These are measures that answer how much did we do and  how well 
did Session 1 achieving its objectives in engaging the members of the  NCSOC.  A higher 
representation means more participants attended and were engaged in the program.  
In the NCSOC, the LME/MCOs provide behavioral health services to Medicaid 
beneficiaries under seven different regions in North Carolina. Under each LME/MCO, care 
coordinators, family leads, and supervisors work together to serve the needs of the families in 
their region. All LME/MCOs were expected to attend the session although it was not mandatory. 
Table 4 shows the attendance from each LME/MCO by the different roles. Three of the 
LME/MCOs did not have supervisors in attendance. Trillium had the lowest representation with 
25% of the personnel attending the session.  
Table 4: Representation of LME/MCO by role in the NCSOC 
LME/MCO Care 
Coordinators 
n/N 
Family Leads 
n/N 
Supervisors 
n/N 
Total 
n/N 
Percent of 
LME/MCO 
represented 
Alliance 4/4 3/4 1/5 8/13 62% 
Cardinal 5/6 3/6 1/1 9/13 69% 
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 Eastpointe 0/3 1/1 2/2 3/6 50% 
Partners 3/3 1/3 1/1 5/7 71% 
Sandhills 3/3 4/5 0/1 7/9 78% 
Trillium 3/8 0/1 0/3 3/12 25% 
Vaya 1/1 2/3 0/3 3/7 43% 
Total 19 14 5 38  
 
 
 
*n=participants, N=target population *Some care coordinators represent more than one 
LME/MCO 
Table 5: Distribution of the target population, survey participants, and percentage makeup by role in the NCSOC 
Role in NCSOC 
Target (% in 
NCSOC) 
Day one 
attendance 
Qualtrics 
response 
Care 
coodinator 27 (42.9%) 18 (52.9%) 14 (50%) 
Family Leads 20 (31.7%) 11 (32.3%) 10 (35.7%) 
Supervisor 16 (25.4%) 5 (14.7%) 4 (14.3%) 
Total 63 (100%) 34 (100%) 28 (100%)​* 
 
 
 
*While the total number of the survey responses was 30, only the 28 who identified their role in 
the NCSOC were included in the response calculation.  
The data is representative of the participants overall since the percentage for the different 
roles that responded are comparable to the attendees who were invited to take the survey. There 
was low representation of the supervisors with 5 out of all the 16 (31%) NCSOC supervisors 
attending the session. Over half (50%) of all the family leads and care coordinators in the 
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 NCSOC attended the session. There was no representation by the youth with behavioral and 
health issues.  
Qualitative results: 
Qualitative data was collected during a rapid assessment session at the end of Day two  
Participants reported changes that could have made the session better.  
Participants talked about how activities leading up to the session allows them to gain 
insight into the program and to get excited about it. Some reported that they would like to receive 
information about the planned activities including the presentation slides and books to go over 
this material before the session.  
One of the questions asked about program improvements, 9 of 14 respondents said they 
needed more time during the program activities. This was similar to the responses in the 
qualitative rapid assessment.  
Results-Based Accountability  
Two of 25 (8%) respondents could state the NCSOC vision. A common vision is 
important for NCSOC to be effective at achieving common goals. Knowing what vision or result 
they are working towards at the population level is important in motivating participants towards 
a common agenda. Fourteen of 29 (48.3%) respondents reported having limited or no experience 
identifying data and 20 of 29 (69%) respondents have fair or less skill level in using data to make 
decisions about strategies. Developing this experience is important in building the capacity of 
participants to make data-driven decision.  
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 Fourteen 14 of 29 (48.3%) respondents cannot distinguish between population and 
performance accountability. This could be due to the early nature of the training. Further 
participation in the RBA-LP could increase the participants’ knowledge about these types of 
accountability. Knowing this is important in the development of measures to assess 
accountability at both levels.  
Teams meetings were held on day two with participants engaging in an activity as a team 
meeting with their LME-MCO members. The goal of the meeting was to identify the target 
audience for their services/programs and to identify the desired outcomes (performance 
measures) for the youth/families receiving these services. Six out of the seven teams were unable 
to identify a performance measure for their team. The state leadership and partner organizations 
members worked as a team.  A state leader orally shared that their group also struggled in 
coming up with performance measures as they performance the activities using the same 
exercises the rest of the participants were assigned. While these attendees are  not part of the 
official evaluation, this finding indicates a need for public health leaders to identify how they 
determine measurable success for the community and client populations they serve.  
The participants reported that they needed more support in completing the activities and 
in coming up with strategies that they can apply in their collaboratives after the session. They 
also needed more time during activities to improve their ability to process new information. 
Some of the responses were, “​the activities felt rushed”, “we needed more guidance to complete 
activities”, “we wanted to sink deeper into the framework”.  
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Advancing Health Equity  
 
All participants reviewed the data, including disagregaged data, and went through the 
gallery walk to review the data and discuss it in a paired conversations.  Twenty-one 21 of 29 
(72.4%) respondents think racial discrimination highly affects child outcomes. Eighteen 18 of 29 
(62%) respondents have advanced or higher level of confidence in creating a safe space. 
Competence in these measures is important in making decisions that advance equity for the 
children and youth served.  
Two of fourteen (14%) respondents said they wanted a definition of equity and 
disaggregated data. There is a need to include explicit information about equity. Participants said 
they needed more information about equity, by definition and disaggregated data. They felt like 
they did not hear enough about the issue. Some of the responses included; “​we expected more 
talk about equity”, “what is disaggregated data?” 
Leadership Development  
 
Nineteen 19 of 30 (63.3%) respondents reported knowing themselves as leaders. More 
that 1/4 of the group does not report being self-aware, which is an important characteristic for 
effective leadership of others and organizations. Eleven 11 of 30 (36.7%) respondents were 
moderately or slightly confident in understanding their roles within NCSOC. This data shows 
that almost 2/3 of the respondents need more understanding about their role and in identifying 
what steps are necessary to fulfill that role. This understanding may help participants determine 
the roles other members play in NCSOC to enable them to guide them towards achieving results.  
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 Table 6: Session 1 participants' MBTI preferences 
MBTI preference distribution for session 1 
participants  
Type Number Number Type 
Extraversion 16 12 Introversion 
Intuitive 11 17 Sensing  
Thinking 9 19 Feeling 
Judging  21 7 Perceiving  
 
 
 
*Some participants declined to have their MBTI results recorded.  
 
The MBTI Type self-report for the Group indicates that the group type is Extroversion/ 
Sensing/Feeling/ Judging (ESFJ)  
Some participants reported how the MBTI enabled them to see how the type affects team 
dynamics. However, there was a challenge in communication experienced when the introverts 
and extroverts were asked to listen to one another and to report out on what was heard and 
noticed about the other group. The presentation included examples about preferences how 
individual get their energy and preferences for thinking aloud by talking vs. thinking about ideas 
internally before sharing them. When each group shared what they heard or noticed about the 
other group, the ideas presented did not indicate that all of the group understood the differences 
in this preference. Although some participants stated that there was a need to listen more to one 
another, others participants began to label the other group. For example, one participant said, 
“​the participants from the extrovert group seemed disorganized​”, to which some participants 
from the extrovert group replied, “​The introverts seemed boring and dull”. 
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 Feedback Regarding NCSOC 
The RBA LP offers the participants the rare opportunity to convene with all other SOC 
coordinators and family leads across the state. The participants expressed a need for support 
from leadership to bridge across organizations to learn from partners and others within the 
system of care. The presence of leadership and their acknowledgment of the need for 
collaboration is essential to the participants. One participant said, “​Collaboration outside the 
meeting is difficult because it is not encouraged, we talk about it in meetings and that’s where it 
ends​”. 
Participants reported that they would have liked to hear about how the Medicaid 
transformation would affect their jobs. The participants reported challenges over planning when 
they do not know what the SOC will look like after the Medicaid transformation begins this year. 
They thought this was going to be a topic discussed during the RBA-LP session. Some 
participants felt like the RBA framework would help them during the transition. Some of the 
responses were; “​We don’t know if we will still have jobs after the transformation” and“We 
expected more information about the transformation during this session​”. One participant said, 
“​I don’t know what to tell prospective hires when we don’t know if our collaborative will still 
exist next year”. 
There is perceived lack of clarity between the roles of the family partner coordinators 
with the lived experience of mental illness when compared to or addressed as family 
advocates/leads who do not have the lived experience. One participant said, “​I do not know why 
we are all being called ‘family leads’, I feel offended to be lumped up into the ‘family lead’ job 
description because there were differences among the personnel who performed this role​”.  
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Is anyone better off? 
This process evaluation is not designed to assess the long-term effect of the program. 
There are some measures that can indicate how the participants were better off after Session 1. 
As a network, it is important for participants to connect with other System of Care leaders. These 
measures include the number of new connections. Ten of eighteen (10 of 18), 55.6% respondents 
reported making new connections and or reconnecting with colleagues. Of the 7 that did not 
make any new connections, 2 reported that they had minimal time to interact with members from 
other LME/MCOs. Future sessions might consider encouraging more time for interaction among 
the participants. Given the group MBTI Type is ESFJ, there is a preference for harmony with 
others in the group.  Figure 4 shows the results for what the participants were excited about at the 
end of RBA LP Session 1.  
Figure 4: A word cloud showing what some of the participants find most exciting. 
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LIMITATIONS 
 
RBA-LP and Implementation 
 
There was limited disaggregated data on behavioral health indicators for the NCSOC. NC 
Child provided most of the data for the RBA-LP; this only includes children aged 10-17 years. 
Finding disaggregated data is important in showing disparities that can be addressed by the 
program participants.  
Changes were made in the program, and not all the program activities were carried out as 
planned. There were time contraints that impacted the schedule. On day one, it was noted that the 
participant energy level was low in the afternoon. Some participants had to drive over four hours 
to the session while some started traveling early in anticipation of delays due to the black ice 
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 advisory. It took the group longer than anticipated to discuss and identify the NC SOC desired 
results (vision), possible community indicators and strategies. On day one, it was noted that the 
participant energy level was low in the afternoon. Some participants had to drive over four hours 
to the session while some started traveling early in anticipation of delays due to the black ice 
advisory.  The day one session ended one hour early. On the morning of day two many 
participants had not yet completed the MBTI self-assessment, and needed to do so in order to 
complete the planned activities. The NCSOC leaders requested a change in agenda in favor of a 
getting immediate feedback from the participants. Rather than conducting the focus group, the 
implementation team developed a rapid assessment session that was held at the end of day two 
with all participants. It is notable that some of the agenda activities that did not occur may have 
answered some of the participants' feedback questions.  For example, the conversation regarding 
roles and responsibilities of the SOC coordinators would have informed the team meetings that 
took place on day two. 
North Carolina System of Care. 
 
The unique and complex role of each SOC coordinator and family lead/partner support/ 
support advocate within each LME/MCO and collaborative may make setting up standard roles 
and responsibilities challenging. This also presents challenges in identifying common 
community indicators and program performance measures for tracking performance for the 
system.  
Communication by the some NC SOC email servers has requirements to set up an 
account to view each email. This hindered and/or prevented access to some emails.  This was a 
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 barrier to communication between the RBA-LP implementation team and the NCSOC co-design 
team members. 
 
Program Evaluation  
 
This evaluation is designed to be low-cost and implementable by the program personnel. 
While this is cost-effective, there is a potential for bias due to the fact the program support staff 
are doing the reporting. Since program personnel facilitated the rapid assessment, it could lead to 
social desirability bias on the part of the participants who respond to the questions.  
Due to the time constraints on this project, engagement of the participants in the 
development of the evaluation questions was low since they were contacted a week before the 
evaluation was done. The time between program commencement and session 1 was over the 
December holidays thus reducing the available time. The team had one co-design call before the 
evaluation.  
Since this evaluation covers the first four months of the program, it is not feasible to 
assess long-term impacts on the participants.  
EVALUATION STRENGTHS  
 
The evaluation is a mixed methods evaluation, including both quantitative and qualitative 
data in the evaluation. Furthermore, triangulation was used as the quantitative data was collected 
via four ways and the qualitative data was obtained via two methods.  
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 The evaluation was designed to be low-cost and did not require additional resources 
beyond the time of the project implementation team and the participants.  
The evaluation has already produced several key program implementation findings that 
were shared. The finding in the rapid assessment showed the need for more small group team 
work in order for participants to achieve outcomes in their communities. Immediate changes 
were made based upon these findings. Rather than having Session 2 and 3 with the full NC SOC, 
the sessions between March to June will now focus on regional / local work. Four regional 
LME/MCOs have scheduled sessions. Two have already begun local sessions, and two others are 
scheduled within the next two months. The participants are engaged in co-designing the sessions, 
with participatory decision-making regarding what they will do during these local and/or 
regional sessions.  
The NCSOC and the DHHS organized a webinar in February 2019 to share information 
about the Medicaid transformation. The program participants attended this overview webinar to 
learn about the changes that will take place during the transformation.  
RECOMMENDATIONS 
The following recommendations are based on the evaluation findings and will assist the Race for 
Equity Now and NCSOC partnership in creating strategies and an action plan for achieving RBA 
LP objectives during the remainder of the 18-month program.  
For the Results-Based Accountability Leadership Program 
The following recommendations are regarding program changes that could allow the 
participants to understand and apply the Results-Based Accountability framework. 
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 Focus on regional / local SOC work prior to implementing the full NC SOC 2-day Session 2 
Plan and co-design smaller sessions that are specific to the different regions so that the 
participants can learn about the RBA framework with direct application to the work of the local 
collaboratives. Focus on issues and/ or programs that are specific to the local team to improve 
understanding and provide immediate benefits to the participants like collaborative specific 
measures of performance. This could have an added advantage of reducing scheduling conflicts 
and improving attendance at the sessions. In addition, smaller sessions will improve the 
facilitator’s ability to provide direct support to participants to guide them through the activities.  
 
Build the capacity of RBA Leadership program participants to apply RBA.​ Participants 
need to understand the core components of the RBA framework before they can apply it in their 
collaborative. Plan to have more training sessions where participants can receive facilitation in 
practical application of the RBA framework to programs they are working on. Each LME/MCO 
could select an RBA champion to receive in-depth training on the framework so they can train 
other members of the collaborative. This would reduce the time constraints that would reduce 
participation of all LME/MCO members in training.  
 
Train participants to understand and use data for decision-making about strategies. 
Consider offering a training and exercise that helps participants understand the basic components 
of data management. This could be integrated into the RBA training sessions. Building the 
participants’ capacity to understand data would improve their ability to use it in making 
decisions that achieve results for the children and families they serve. 
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 Focus on performance accountability for local collaboratives. ​Engage local partners in the 
development of performance measures for the programs and projects at the collaborative. 
Participants would be able to identify the measurable outcomes for children, youth and adults 
served by the SOC. Developing performance measures can be improved when participants are 
clear on their target population and their roles and responsibilities.  
Provide information and materials to the participants prior to the session.​ Participants can 
review the books and presentation materials and complete the leadership development 
assessments before the session. This preview could allow them to become familiar with the RBA 
information beforehand. It could also increase their content knowledge by having a foundation of 
RBA information to which the session would add.  
 
Include more time for understanding, processing and applying the information during each 
session. ​To improve their level of understanding of the framework, adapt the pace of the sessions 
to align with the participant’s interests and needs.  Allocating more time for activities during the 
session and/or reducing the number of activities per session would allow the participants to 
process the new information. For example, since participants’ completion of the MBTIs on day 
two took time from the planned activities consider sending the assessment to expected 
participants prior to the local sessions. 
 
Include equity as an explicit conversation of each session. ​Ensure that disaggregated data, is 
available, for participants to use during the session(s). Providing opportunities for participants to 
tell the story of their work with marginalized populations will support a deeper awareness of the 
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 inequities. Since equity is a major component of the RBA- Leadership Program, there is a need 
to discuss it explicitly as some of the participants might not be aware of the concept.  
 
Continue to engage participants in leadership development that builds their self-awareness, 
active listening, and conflict resolution skills.  Continue to incorporate opportunities for 
critical self-reflection during RBA LP sessions. ​Increase participants’ capacity to 
communicate with civility and to improve their team dynamics. Promote opportunities for 
participants to interact effectively in group settings.  Since the full group MBTI type is ESFJ, 
recognize the strengths and stressors for this type, and provide practical activities that provide 
them with the facts to make decisions and foster harmony. 
Provide opportunities for youth with the lived experience to engage in developing the 
RBA-LP outcomes. ​Engage the youth during training sessions so that they can be a part of the 
action plan and identifying what results they would like for themselves and other youth with 
behavioral health challenges. Consider weekend sessions where youth would be included as 
primary stakeholders in identifying actions that work to improve their quality of life.  
 
For the North Carolina System of Care 
The following recommendations are regarding how to address the feedback, concerns and 
challenges about Session 1. These challenges are also likely to be present in the SOC workplace 
outside the RBA-LP and have the potential to reduce the productivity of the SOC members.  
Develop and use a common language for distinguishing community results (for all children, 
youth and families) from client results (children, youth and families receiving services from 
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 NCSOC). ​Consider the following table and ensure that the common language is shared within 
the whole system.  
Table 7: Proposed common language for the NCSOC 
Common language: NCSOC LME/MCO County 
Collaborative 
Community Results 
(population 
indicators) 
State indicators Regional indicators Collaborative 
indicators 
Client Results 
(performance 
measures) 
State performance 
measures 
Regional performance 
measures 
Collaborative 
performance 
measure 
 
 
 
Identify and share explicitly how the local collaborative mission contributes to the NC SOC 
State Collaborative vision. ​Provide opportunities for all NCSOC members to learn and 
internalize the state vision. Identifying local collaborative missions (performance accountability) 
that align it with the NCSOC State vision (population accountability) would provide a way for 
participants to differentiate between population and performance accountability. Furthermore, 
the vision would serve as motivation to the members to focus efforts on people with behavioral 
health challenges. Consider the use of a Results-Based Memorandum of Understanding for local 
collaborative partners to create together.  
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 Provide a facilitated sessions to all participants who are considered “family leads” that 
enables them to identify, discuss and resolve their concerns. ​This dialogue would include the 
strengths and challenges of their diverse roles and responsibilities. Addressing SOC members 
with the titles they consider appropriate is important in giving dignity to the people in 
recognition of the unique roles that they play.  
Ensure that the RBA LP participants understand their role in supporting people with 
behavioral health challenges.​ By identifying the goals for the SOC, roles of participants would 
be restructured and explained in how they will go about achieving the expected results for people 
they serve. Improving the participants’ understanding of what their roles entail and the specific 
people they serve in their communities would improve their ability in understanding what they 
need to measure to show the impact their roles have on the NC SOC result.  
Continue to include DHHS and DMH/DD/SAS staff in the work. ​Presence of leadership at 
development programs could improve the participants’ belief in the importance and relevance of 
the programs to the SOC goals.  Some participants expressed their appreciation of commitment 
by leadership to the program and said that it signals that they value the program. Continue to 
train state staff and collaborative co-chairs connected to the SOC in RBA. 
Continue to provide information that clarifies the expected impact of Medicaid 
Transformation on the NC SOC​.  There is a need for clarity about how the Medicaid 
transformation will affect the participants’ roles and jobs within the NC SOC. Since Medicaid 
Transformation prompted some concern about if the participants would have jobs after the 
process begins, this clarification could reduce the concerns surrounding Medicaid 
Transformation.  
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CONCLUSION  
The RBA-LP objectives align with the NC SOC values. There is a need to restate the 
common vision, and to ensure that the unique collaborative missions align with the NC SOC 
vision and the mission to serve people with behavioral health challenges. Furthermore, less 
than half of the respondents are able to distinguish between population and performance 
accountability, and only one team could identify performance measures for their work. 
Understanding performance accountability and developing measures that align with the NC 
SOC collaborative vision is an essential component in achieving outcomes for the children, 
youth, and families served by North Carolina System of Care. As leaders in the System of 
Care increase their understanding of data-driven decision-making for strategies, their 
contribution role will become clearer for improved outcomes for the people they serve and 
for the well-being of the communities as a whole.  
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 ADDENDUM A: A RB-MOU CASE STUDY IN AUSTRALIA 
A Results-Based Memorandum of Understanding case study  
Introduction 
This case study focuses on the process towards improved accountability between the 
Department of Education (DoE) and Queensland Health (QH) Hospital and Health Services 
(HHS) in Queensland, Australia. It was determined that the existing Memorandum of 
Understanding did not enable the partners to consistently measure the improvement of outcomes.  
A RB-MOU at a minimum serves as a declaration of the results and indicators that the 
partnership intends to impact (Clear Impact, 2016). Both the DoE and QH had used the RBA 
framework and were interested in improving outcomes using RBA. The DoE had successfully 
applied the Results-Based Accountability framework in their work with engaging families with 
children, especially those people who are Aboriginal and Torres Strait Islander. To improve 
accountability, a Results-Based Memorandum of Understanding (RB-MOU) was developed to 
include a shared result so that  children aged 0-8 years are healthy, resilient and ready for school. 
The RBA MOU will also include performance measures that would be the focus of the DoE and 
HHS work.  With a RB MOU in place, the DoE and HHS will know the measurable impact of 
their partnership on children and their families 
Background and purpose 
Early year places (EYPs) and satellites provide integrated services by bringing different 
disciplines and services into a comprehensive service delivery system for parents/carers and their 
children from birth to eight years (Queensland Government, 2019). The EYPs have different 
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 programs that include childhood education and care, health services, family and parenting 
support, and playgroup (Queensland Government, 2019). These are located in over 50 
communities across Queensland to improve access to services and support for families and 
vulnerable children in their early development (Queensland Government, 2019, Queensland 
Government, 2013). The EYPs are operated by the Early Year Centers (EYCs) that also target 
children who are at a higher risk including Aboriginal, Torres Strait Islander and Culturally and 
linguistically diverse children and families (Queensland Government, 2013). Four EYCs were 
established and these include Caboolture, which is operated by The Gowrie, North Gold Coast, 
Browns Plains, and Cairns, which are operated by the Benevolent Society (Queensland 
Government, 2013). Funding for these services is provided by a grant through the Department of 
Education, the lead partner in partnership with Queensland health’s Hospital and Health Services 
the partner department.  
Service agreements for each EYC expressed proposed partnership arrangements 
(Queensland Government, 2013). These agreements were reported to be broad, lacked 
performance reporting, did not specify data collection, and did not specify measurement of the 
shared activities (Meeting notes, 2018). The partners had an MOU that was not utilized to 
achieve results for the children served by the DOE and the Queensland health department. The 
purpose of developing a result based memorandum of understanding is to allow for shared results 
and performance measures between the DoE and the partners that provide services for early year 
places to improve accountability. With the RB-MOU, the partners have performance measures 
that support outcomes and also a clarification of roles that produce the outcomes. This case study 
will help to generate knowledge and understanding about how a RB-MOU supports 
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 improvement of the expected outcomes, with focus on the tools and resources needed to develop 
such an MOU. The study seeks to identify possible relationships, processes and factors that 
contributed to the development of this RB-MOU, and inform future MOU development 
processes between partners.  
 
Methods and Evaluation questions 
Data to inform this review was obtained from the MOU workshop and meeting notes.  
Evaluation question 1: How does the development of a Result-Based Memorandum of 
Understanding facilitate performance measurement and accountability in a partnership? 
Evaluation question 2: What are the necessary relationships, tools and resources for developing a 
RB-MOU?  
Work that has been undertaken  
The Queensland Department of Education has previously been using RBA to measure 
improvements in outcomes for children and their families (Queensland Government, 2018). Both 
the DoE and QH staff were experience in using RBA to improve early childhood outcomes. They 
agreed on the importance of using RBA in developing an MOU to govern the partnership. Key 
features of the RBA framework include a distinction between results for whole populations and 
customers of a particular program, agency or service system. This also helps to distinguish 
between population and performance accountability, which occurs at the customer/client level. 
Common language that is plain and understandable by everyone is another key feature of RBA; 
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 this improves communication as everyone speaks a common language. RBA starts with the ends 
and works towards the means to support the result for children. The RBA framework was applied 
during the MOU workshops that were facilitated by consultant Deitre Epps, who has extensive 
experience in RBA; results-based facilitation, and early childhood development.  A co-design 
call and two workshops were planned with a follow-up meeting between the lead and partner 
departments to decide on the performance measures to be used in the MOU.  
Workshop 1 
The first workshop was held on 19 November 2018 at the Department of Education. In 
attendance were representatives from the DoE, Queensland Health, Hospital and Health Services. 
Also in attendance were The Gowrie, and The Benevolent Society, the agencies that are funded 
by QH to implement the services directly.  This workshop described roles and responsibilities of 
all the stakeholders. The members identified the challenges that included the observation that the 
current MOUs had not helped the success of activities (DoE and Q Health, 2018). It was agreed 
that the RB MOU was not intended to change  the current partnership agreements between 
HHS-EYP described as being too broad (DoE and Q Health, 2018). The members noted the need 
for the measure of shared activities, determining who is responsible for the data and how to share 
it.  
Critical elements identified for inclusion in the MOUs included: 
● Common goals and outcomes. 
● Articulation of responsibilities for all parties.  
54 
 
 ● Flexibility and responsiveness to community needs especially with resources and 
activities. 
● Linking of the MOU to the funding agreement. 
● Code of conduct with escalation points. 
● Shared measures at both performance and population level. 
● Definition of the target population.  
Partners were asked questions to guide the identification of measures to use in the MOU.  
● To what extent should performance measures be part of the MOUs? 
● How will they relate to population measures? 
● What data do you already collect that could be useful? 
● How will we measure the partnerships? 
● How do we talk about the contribution of partners to the achievement of outcomes? 
● The DOE doesn’t have access to QH data from EYCs. (How will this be managed? 
MOU workshop 2 
During the second workshop, attendees identified the population level result and indicators.  
Population accountability 
Result Indicators 
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 Give all our children a great start. ● Percentage of babies born healthy 
● Immunization rates 
● Percentage of children wellbeing prior to 
school (AEDC data) 
 
 
Performance accountability  
Clients Result Performance measures  
● Children aged 0-8 yrs 
● Pregnant women 
● Mothers, fathers, carers, 
siblings 
● Family support network 
● Children aged 0-8 
years are healthy, 
resilient and ready for 
school 
● Pregnant woman are 
healthy, resilient and 
safe. 
To be discussed at the MOU 
meeting in March 
 
 
 
 
 
Drafting the MOU 
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 A draft MOU template was discussed with the following comments and suggestions.  
● An MOU glossary may need to be developed to show the clear language.  
● Clear Roles of Lead and Partner Departments. 
● Resolution of disputes will require more detail and should relate to partnership agreements. 
● Partnership agreements between each individual EYP & HHS will be developed or updated. 
● Include reference to different service agreements in MOU. 
● Target population to be amended to 0-8 years. 
● Core and enhanced services would be simplified by referring to services. 
● Health information sharing should be based on consent. 
RB-MOU Meeting 
During the meeting between the DoE and Queensland Health/HHS, proposed performance 
measures were discussed and analyzed with respect to the ability of diverse audiences to 
understand the measure, ability of the measure to represent the result, and if quality data could be 
obtained on a timely basis. Following the RBA framework discussion, the following 
performance measures were identified. 
 
How much did we do? 
● Number of children accessing a child health nurse at the EYPs. 
● Number of children accessing a child health nurse for a health assessment at the EYPs. 
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 ● Number of joint activities delivered at the EYPs. 
How well did we do? 
● Percentage of children accessing a child health nurse for a health assessment at the EYPs. 
● Percentage of parents/carers accessing the EYP for health services, who are satisfied with 
the service. 
Is anyone better off? 
● Number and percentage of children who access a child health nurse at the EYP, who are 
developmentally on track at age 2.5 and 4 years. 
Planned next steps 
● Incorporation of the performance measures into the draft MOU. 
● Have the Queensland health legal review the MOU. 
● The DoE to circulate the MOU to EYPs for feedback.  
Key findings  
While the RB-MOU is between the DoE and the HHS, there was representation from The 
Gowry and The Benevolent Society throughout the process. The lead department, the DoE was 
already using the RBA framework to support their work. Furthermore, the other partners 
received RBA training during the development of the MOU to improve their understanding of 
population and performance accountability. During the workshop, roles and responsibilities for 
all the partners were clarified. The partners collaborated in identifying shared population results, 
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 indicators, and performance accountability results that their services produce. RBA consultant 
(Deitre Epps) provided technical support and training throughout the process. 
Of key importance is the desire to improve accountability, this made it necessary for the 
partners to identify measures to which they contributed. Effective collaboration is supported by 
shared goals and measures of success as those that were developed for the RB-MOU. 
Conclusion 
Developing a memorandum of understanding allows partnerships to define roles and 
responsibilities for each of the partners and the scope of their work. A RB MOU specifies the 
results or outcomes that the partnership aims to achieve for its client or patient population. 
Furthermore, it clearly states the measures that the partners will use to hold each other 
accountable for their contribution to the results.  
Some of the components that were important in developing the RB MOU in this case 
study included experience and or training in the use of RBA. This was supplemented by 
technical support from an RBA consultant. In addition, stakeholders from the agencies that 
provide services to the client population were involved in the process and contributed to the 
development of measures for accountability. Engaging all stakeholders encourages buy-in and 
the development of a RB MOU with results that to which all partners contribute.  
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 APPENDIX A: RBA-LP COMPETENCIES, OBJECTIVES, AND NC SOC VALUES  
Results Based Accountability Leadership Program 
Competencies and Objectives 
Alignment with System of Care Values 
Session 1 
Competency  Objectives  System of Care Value  
A. Understand the desired 
measurable outcomes for children 
and youth in the system of care  
A1 Identify the NC SOC vision and 
headline data to show the 
achievement of the result for 
children and youth in the system of 
care  
A2 Identify program performance 
measures to youth outcomes 
A3 Discuss existing data for 
children and youth in the NC  
System of Care  
Shared responsibility for successful 
results 
B. Understand how to create a 
culturally safe environment that 
values the input of all people 
B1 Identify group expectations and 
strategies for creating a culturally 
safe environment  
B2 Practice strategies that support a 
culturally safe environment  
Cultural competence 
C. Apply data-driven 
decisionmaking to identify strategies 
to address root causes and inequities.  
C1 Distinguish population 
accountability and performance 
accountability for systems, agencies 
and programs  
C2 Apply RBA’s Turn the Curve  
Thinking using NC System of  
Care data for children and youth 
C3 Understand the impact of racism 
on child and youth outcomes  
Interagency collaboration 
Individualized, strength-based  
practices 
Cultural competence 
Community-based services 
Full participation of families at all 
levels of the system  
Shared responsibility for successful 
results 
D. Identify individual strengths and 
challenges in implementing one’s 
role within the system of care  
D1 Build greater awareness  of 
individual preferences for taking in 
information and making decisions 
D2 Describe the role of the SOC 
coordinators and family leads in 
contributing to improved outcomes. 
Shared responsibility for successful 
results 
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Interagency collaboration​ brings together child and family-serving agencies from the public, 
private, and faith-based sectors. Examples include child welfare, mental health, juvenile justice, 
education, and health in partnership to provide needed services. For example, mental health and 
the local schools work together so that a child with behavioral issues is not immediately 
suspended from school.  
Individualized, strength-based practices ​identify and build on the strengths of the family 
and child. Families are included in creating an individual plan to provide needed services. This 
ensures services are easy to access, effective, and match the culture and language of the family 
and child.  
Cultural competence ​in the System of Care is built on the notion that in order to work 
effectively with a child and family, there must be an understanding of the family’s culture, race, 
values, and ethnic background.  
Community-based services​ are an integral part of the System of Care so that children and 
families receive effective services in their own homes and neighborhoods.  
Full participation of families​ ​at all levels of the system​ means that services provided are 
family-driven and youth guided. A commitment to this practice ensures that there is family and 
youth partnership at the community and state level for the purposes of program planning and 
direction.  
Shared responsibility for successful results​ means that all stakeholders (agencies, 
community supports and families) have a responsibility to individual/family outcomes by 
ensuring effective programs in each community and implementing System of Care effectively 
statewide 
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 APPENDIX B: RBA-LP AGENDA FOR SESSION 1  
Results Based Accountability Leadership Program  
A Health Equity Program 
North Carolina System of Care  
North Carolina children, youth and families are healthy, safe and successful at home, in 
school and in their communities. 
Session 1 Facilitator Annotated Agenda 
Day 1: Wednesday, January 30, 2019  (9:30 am - 5:00pm) 
  9:30 - 10:00 Gallery Walk of the Vision: How are Children and Youth Doing in 
NC?  
10:00 - 10:20  Welcome, Traditional Welcome, Purpose & Introductions  
10:20 - 11:00 Creating A Culturally Safe Environment  
11:00 - 11:15​ Break  
  
11:15 - 12:30 The NC System of Care: Our work and Our Results  
12:30 -   1:15 Lunch  
  ​1:15   -  2:00 Results Based Accountability: An Overview ​(Anne Lead) 
  ​2:00  -   3:00 Turning the Curve Thinking: Practical Application ​( Anne Lead) 
  ​3:00  -   3:30 What are the critical areas to SOC Coordinators and Family Leads 
  ​3:30  -   3:45​ ​Break  
  ​3:45  -   4:30 The Role of NC System of Care Coordinators, Supervisors, and 
Family Leads  
  ​4:30  -   4:55 Wrap Up  
   ​4:55 -   5:00​ Closing 
  
Day 2: Thursday, January 31, 2019 (9:00am - 3:30pm) 
 9:00 - 9:45  Check in On Overnight Reflections  
9:45 - 11:00 The Importance of Self Awareness as a System of Care Leader 
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 11:00 - 11:15 ​Break  
11:15 - 12:30 You Make Me Crazy! (And let’s talk!): Communication Across 
Preferences 
12:30 - 1:15​ ​Lunch  
   ​1:15 - 2:15 Team Building for Results - Moving from Talk to Action  
    ​2:15- 3:00 ​Sharing our Ideas 
    ​3:00 - 3:30​ Preparing for Session 2 
     ​3:30 Wrap Up and Closing  
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 APPENDIX C: CONSIDERATIONS FOR CREATING A CULTURALLY SAFE ENVIRONMENT 
 
  CREATING A CULTURALLY SAFE ENVIRONMENT 
NC SYSTEM OF CARE with R.A.C.E. for E.Q.U.I.T.Y. 
 
BEHAVIORS, LANGUAGE, AND ACTIONS THAT MAKE US FEEL SAFE AND/OR 
INCLUDED: 
 
Behaviors, Language, and actions Frequency 
Be respectful. 8 
Be sensitive to others 2 
Be free of Judgment 2 
Be OK being uncomfortable 2 
Acknowledge our differences  2 
Accept our differences 2 
Be honest in your communication 2 
Be flexible  2 
Transparency 1 
Approach our interactions with one another with curiosity and 
enthusiasm 
1 
Golden Rule 1 
Take turns when speaking 1 
Share openly 1 
Feel free to ask questions 1 
Agree to disagree 1 
Stay present 1 
Value all differences 1 
Open dialogue 1 
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 Interactivity 1 
It is ok to disagree 1 
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 APPENDIX D: BASELINE ASSESSMENT QUESTIONNAIRE  
1. To what extent do you agree with this statement? I know myself and understand how I 
prefer to make decisions when working in a group.  
● Strongly agree  
● Somewhat agree 
● Neither agree nor disagree 
● Somewhat disagree 
● Strongly disagree 
 
2. How often do you reassess your own and other’s responsibilities? 
● Always  
● Most of the time  
● About half of the time  
● Sometimes  
● Never  
 
3. What is the NC System of Care Vision? 
 
4. How confident are you in understanding your roles and responsibilities within the System 
of Care? 
● Extremely confident  
● Very confident  
● Moderately confident 
● Slightly confident  
● Not confident at all  
 
5. How confident are you in identifying data to show how your work contributes to 
improved outcomes for children and youth in the System of Care? 
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 Expert (recognized authority)  
Advanced (applied theory)  
Intermediate (practical application)  
Novice (limited experience)  
Fundamental Awareness (Basic knowledge)  
 
6. How confident do you feel that you can create a safe space and environment where 
people of all backgrounds can freely express themselves and make collaborative 
decisions? 
● Expert  
● Advanced  
● Intermediate  
● Novice  
● Basic knowledge  
 
7. To what extent do you think racial discrimination affects child outcomes? 
● Highly  
● Moderately  
● Slightly  
● Unsure  
8. To what extent do you agree with the following statement, “I can distinguish between 
population accountability and performance accountability within the North Carolina 
System of Care”?  
● Strongly agree  
● Agree  
● Disagree  
● Strongly disagree 
● Unsure 
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 9. What is your skill level in using data to make decisions about strategies to improve 
outcomes for children and youth in the System of Care? 
● Excellent  
● Good  
● Fair  
● Poor 
 
10. In your opinion, what is the role of SOC coordinators in contributing to improved 
outcomes? 
 
11. In your opinion, what is the role of family leads in contributing to improved outcomes? 
 
12. In your opinion, what is the role of supervisors in contributing to improved outcomes? 
 
13. To what extent do you agree with this statement? I am comfortable using technology 
platforms to work within the System of Care e.g. zoom meetings and googledocs. 
● Strongly agree 
● Agree  
● Disagree 
● Strongly disagree  
● Unsure 
 
14. To what extent do you agree with this statement? I am familiar with the standards for 
providing culturally and linguistically appropriate services.  
● Strongly agree 
● Agree  
● Disagree  
● Strongly disagree 
● Unsure 
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APPENDIX E: RAPID ASSESSMENT GUIDE 
Rapid Assessment Guide 
1. How has this felt? 
2. What is making you feel uncomfortable? 
3. What would you change? 
4. What do you need to say that we did not ask?  
 
APPENDIX F: RAPID ASSESSMENT QUALITATIVE ANALYSIS 
Table 1: Memoing.  
 
Topic/ ideas/ experiences that keep coming 
up 
● Wanted information ahead of time 
(book, slides) 
● The usefulness of the activities. 
● The activities felt disjointed. 
● The speed of the activities. 
● Need for support in activities and 
roles 
● The need for collaboration and 
networking. 
● Repetition of training. 
● Lack of clarity 
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 What is similar about participant experiences Positive 
● They felt like the RBA provides a 
framework for achieving results. 
● Some felt that the activities were 
useful for their work. 
● Some felt like the first session laid a 
good foundation for understanding 
RBA application. 
● Some felt like the MBTI helped in 
understanding self and other team 
members. 
● Some want specific strategies that 
they can take to their collaboratives. 
 
  
Negative 
● They wanted the slides and books 
ahead of the session. 
● Some felt like the activities had been 
done before. 
● Some felt like the activities were 
rushed and they needed more time to 
process the information. 
● Some felt like they needed more 
guidance during the activities 
● Some feel siloed and need more 
collaboration across organizations. 
● Some felt like the conversation about 
equity was missing. 
● Some felt like the room was crowded. 
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 What is different about participant 
experiences 
● Only one participant spoke about how 
the verbal feedback made her 
uncomfortable 
What else stands out ● There is a strong need to create 
collaboration. 
● There’s need for support of 
collaboration by leadership 
● Concerns about the change in role 
with the Medicaid transformation 
 
 
 
 
Table 2: Coding.  
Code Code definition Text lines/responses 
Prior Information Information that they needed 
prior to the session 
 “It would have been nice to 
have the slides prior to the 
session”. “I like to read 
material beforehand” 
 “Would have wanted the 
book before the session.” 
 “ Liked getting inquiries 
ahead of time.” 
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 Disempowering Events, processes, actions, 
interactions that made them 
feel like they did not take as 
much they could have from 
the session. 
“The activities felt 
disjointed” 
“I had a hard time connecting 
the dots” 
“The activities felt rushed” 
“we needed more time to 
complete activities” 
“The pace of the activities 
felt dismissive” 
“Need more support in 
activities” 
“We need help/tools on how 
to take strategies to our own 
team meetings” 
“Felt like the room was 
crowded” 
“It was hard to grasp what 
was going on and what was 
happening” 
“I wish we could have sunk 
more into the framework you 
gave us yesterday” 
“Wanted more hands-on 
practical information to hit 
the ground running” 
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 Applicability of program 
information. 
Experiences, points, incidents 
that made them feel like the 
program was useful in their 
work. 
“The RBA provides a good 
framework to help make an 
impact” 
“RBA helps them towards a 
unified mission” 
“The activities were 
awesome” 
“We are getting a framework 
for what we are doing” 
“We got useful information 
about accountability” 
“The Myers-Briggs helped to 
understand style and group 
preferences to aid team 
planning” 
“I appreciate this process” 
Facilitators Enhancements to the program 
that are not captured by other 
codes 
·       The SOC supervisor 
reported her support for 
networking across all MCOs- 
especially going forward 
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 APPENDIX G: GALLERY WALK HANDOUT 
 
 
Gallery Walk 
 
How Are North Carolina’s Children and Youth Doing?  
 
 
Please find two other people and form a chat group 
Walk around the gallery together.  Share your thoughts on the questions below. 
Jot down some of your thoughts as you view the photos and data.  
 
 
 
 
✦ How are the children and youth doing over the last few years?  
✦ Where do you see that children and youth are doing well? 
✦  Based upon what you see, what are the areas of concern? 
 
✦ What does it make you think about: 
‣ Health care and behavioral health for children and youth? 
‣ How children with serious mental health issues may be doing? 
 
✦ What groups or populations are most vulnerable? What would help you 
to better understand how marginalized children, youth and their families 
are doing? 
 
✦ What data is available? What data is missing? 
 
✦ How does what you see make you feel?  
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 APPENDIX H: GALLERY WALK DATA CHARTS  
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